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Cali forn ia Los Angeles 
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ABSTRACT 
Human life expectancy during the time of the Roman Empire was approximately 28 
years. In 1990, global life expectancy had increased to 65 years. The advances in life 
expectancy in the 20th century were remarkable by any standard. Although many factors 
contributed to this enhanced life expectancy, including medical technologies, by far the 
largest proportion of the increase occurred as a consequence of economic growth, rising 
li ving standards and nutrition. Despite the large improvements in terms of life expectan-
cy, significant health variations sti ll remain between countries and across different socioe -
conomic classes with in countries. As the 20th century proceeded, a growing dichotomy 
existed between those who are healthy and have access to medical care and those who are 
not healthy and do not have access to such services. Moreover, evidence shows that such 
inequities in health and healthcare are increasi ng. The present paper will analyze the 
dynamics of shifts in health profile during the early period of the last century and describe 
the major determinants of inequities in health and healthcare at the international level. 
Challenges facing the reduction in inequalities in health and healthcare will be discussed . 
THE HEALTH STATUS OF THE WORLD 
AND ITS MAJOR RISK FACTORS 
Human life expectancy during the time of the Roman Empire was approximately 28 
years. In 1900, li fe expectancy had been extended only nine years, to an average of 37 
years throughout the globe. In 1990, it had increased and reached 65 years, an increase 
of28 years during the 20th century. Global life expectancy increased faster in the last 40 
years than it did in the preceding 4,000 years [ 1]. Such advances were remarkable by any 
standard, especially in developed nations, and they were mainly attributable to control of 
infectious diseases . The last years of the 19th century and the first of the 20th corre -
sponded to the "golden age of medicine" to describe a radical transformation of medical 
knowledge, practices and policies. During this period of time, researchers identified 
microbes as the specific causes of major diseases and went on to develop therapeutic 
measures to destroy them in those who were infected. This era is typica ll y associated with 
the "conquest" of epidemic infectious diseases [2]. 
Although medical care surely contributed to this enhanced life expectancy, there is 
evidence that its effect on health was quite limited. The largest proportion of the 
increased life expectancy occurred as a consequence of economic growth, better living 
standards and improved nutrition, as demonstrated by McKeown in his very famous proj -
ect in the field of historical epidemio logical in England and Wales [3]. In other words, 
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F i g u r e  2 :  I n c o m e  I n e q u a l i t y  a n d  H e a l t h  a c r o s s  s i x  c o u n t r i e s  o f  C e n t r a l  A m e r i c a .  
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S u c h  r e l a t i o n s h i p  a p p e a r s  f o r  c o u n t r i e s  t h a t  a r e  i n  e c o n o m i c  t r a n s i t i o n  a s  w e l l .  
R u s s i a ,  f o r  e x a m p l e ,  w h e r e  i n c o m e  i n e q u a l i t i e s  s h a r p l y  i n c r e a s e d  a f t e r  o p e n i n g  u p  t h e  
e c o n o m y  t o  t h e  i n t e r n a t i o n a l  m a r k e t  p e r f o r m s  q u i t e  p o o r l y  i n  t e r m s  o f  l i f e  e x p e c t a n c y  
c o m p a r e d  t o  o t h e r  f o r m e r  S o v i e t  b l o c  c o u n t r i e s  w h o s e  i n e q u a l i t i e s  a r e  l o w e r  [  1 0 ] .  
I n c o m e  i n e q u a l i t y  a n d  d i s i n v e s t m e n t  i n  h e a l t h  a n d  s o c i a l  s e r v i c e s  h a v e  s e r i o u s  h e a l t h  
c o n s e q u e n c e s  i n  d e v e l o p e d  n a t i o n s  a s  w e l l .  A c c o r d i n g  t o  W i l k i n s o n ,  i n  t h e  d e v e l o p e d  
w o r l d ,  r a t h e r  t h a n  t h e  r i c h e s t ,  i t  i s  t h e  c o u n t r i e s  w h e r e  i n c o m e  d i f f e r e n t i a l s  b e t w e e n  r i c h  
a n d  p o o r  a r e  s m a l l e s t  w h i c h  h a v e  t h e  h i g h e s t  a v e r a g e  l i f e  e x p e c t a n c y .  A t  a  t h r e s h o l d  o f  
8 , 0 0 0  - 1 0 , 0 0 0  $ / p e r  c a p i t a  f u r t h e r  i n c r e a s e s  o f  G N P  p e r  c a p i t a  h a v e  l i t t l e  e f f e c t  o n  l i f e  
e x p e c t a n c y .  I n  a  v e r y  i n f l u e n t i a l  s t u d y ,  W i l k i n s o n  s h o w e d  t h a t  t h e  U n i t e d  S t a t e s ,  d e s p i t e  
h a v i n g  o n e  o f  t h e  h i g h e s t  l i v i n g  s t a n d a r d s  i n  t h e  w o r l d  ( t h e  r e a l  G D P  p e r  c a p i t a  w a s  
2 4 , 6 8 0 $  i n  1 9 9 3 )  h a s  a  l o w e r  l i f e  e x p e c t a n c y  ( 7 6 . 1  y e a r s  i n  1 9 9 3 )  t h a n  l e s s  a f f l u e n t  b u t  
m o r e  e g a l i t a r i a n  c o u n t r i e s  s u c h  a s  t h e  N e t h e r l a n d s  ( G D P ,  1 7 , 3 4 0 $ ;  l i f e  e x p e c t a n c y ,  7 7 . 5  
y e a r s ) ,  I s r a e l  ( G D P ,  $ 1 5 , 1 3 0 ;  l i f e  e x p e c t a n c y  7 6 . 6 )  o r  S p a i n  ( G D P ,  $ 1 3 . 6 6 0 ;  l i f e  
e x p e c t a n c y  7 7 . 7  y e a r s ) .  M o r e o v e r ,  s o c i e t i e s  w i t h  t h e  s m a l l e s t  i n c o m e  d i f f e r e n c e s  b e t w e e n  
r i c h  a n d  p o o r ,  s u c h  a s  S w e d e n  a n d  J a p a n ,  t e n d  t o  e n j o y  t h e  h i g h e s t  l i f e  e x p e c t a n c y  ( 7 8 . 3  
a n d  7 9 . 6  y e a r s ,  r e s p e c t i v e l y )  [  1 1 ] .  A  s u b s e q u e n t  s t u d y  c l a i m e d  t h e  r e l a t i o n s h i p  b e t w e e n  
i n c o m e  i n e q u a l i t y  a n d  h e a l t h  v a n i s h e d  t o  a  l a r g e  e x t e n t  w h e n  n e w  s t u d i e s  w i t h  b e t t e r  d a t a  
f r o m  d i f f e r e n t  c o u n t r i e s  w e r e  a v a i l a b l e  [ 1 2 ] .  H o w e v e r ,  a  m o r e  r e c e n t  i n v e s t i g a t i o n  o f 2 2  
1 2  I n t e r n a t i o n a l  J o u r n a l  o f  G l o b a l  H e a l t h  a n d  H e a l t h  D i s p a r i t i e s  
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wealthy nations fo und a very strong negative correlation between inco me inequali ty and 
health (r=-0 .860;p<0 .001 ) and confi rmed Wilkinson's relative income hypothesis [13]. 
In the developed world , countries such as the U.S. and U .K. that perform unex-
pectedly low in terms of life expectancy co mpared to o ther developed coun tri es, are also 
characteri zed by d isinvestment in a variety of hu man-related se rvices that are d ramatical-
ly important for the poor such as health and social se rvices [ 14]. 
U nfo rtunately, in the era of glo bali zatio n, income inequ ali ties are sharply increasing 
with the richest countries becoming richer and the poorest countries remaining poor. At 
the same time, there is a general tendency to red uce public expenditures o n health and 
social services even in those countries that have traditio nall y invested an important pe r-
centage of GDP in such services [1 5]. 
H EALTH I NEQU ITIES WITHIN COUNTRIES 
T he effect of poverty on health can also be seen when analyzing inequalities across 
d iffe ren t social classes within the same country. Better health has bee n consistently asso-
ciated with having more income, more years of ed ucatio n and a prestigio us jo b, as we ll 
as living in neighbo urhoods where a higher pe rcentage o f people have higher incomes 
and more ed ucatio n [ 16 ]. In developing coun tri es, there are striking variatio ns in terms 
of health between d iffere nt segments of society. In South Africa, fo r example, in fa nt mor-
tality is fi ve times higher among the black and whi tes [l). A study cond ucted in Brazil 
demo nstrated that there is a hu ge gap between under-fi ve mortality rates among the 
poorest income quartile ( 11 3.3/1,000 live births) and the ri chest income quartil e ( only 
18.7 / 1,000 live births). Conve rse ly, data fro m Vietnam and Paki stan showed that the 
unde r-five mo rtali ty rates between ri chest and poorest income qu intil es are quite similar 
(53/1,000 live births vs . 47.4/1,000 live births and 160/ 1,000 li ve bi r th vs. 145/ 1,000 
live bir ths respectively) [1 7 ). Again , such di ffe rent health gaps are associated with differ-
ent national poli cies. In C hina, C hile and Russia, where econo mic reforms have been 
aggressively promoted, gaps in li fe expectancy are widening over time with disturbing 
evidence of the net deterio ratio n of health among certain groups. On the other hand, in 
Bangladesh, strong pro-equity poli cies had the effect o f decreasing child mortali ty rate of 
the most d isadvantaged groups at the fas test rate [ 1]. 
Even in high income countries where there is little absolu te poverty, there are important 
inequali ties in health status that span the fu ll socioecono mic spectru m. In a study of 
300,000 men in the U nited States, mortali ty declined progressively ac ross 12 categories 
of ho usehold income from less than $7,500 to more than $3 2,499 [18). Research shows 
that no t only are poorer people more likely to d ie prematurely o r be sick than richer peo-
ple, but also that an individual's standing in the social hierarchy is hi ghly correlated with 
health [ 19). T his finding was first demonstrated by Marmot and colleagues who fo und 
that among males, age 40 and 64 years, the death rate was about three and a half times 
higher fo r those in clerical positions as fo r those in ad ministrative grades. Interestingly 
enough, no ne of those studied were living in poverty and all had access to the British 
sociali zed health care system [20]. 
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I N E Q U I T I E S  I N  H E A L T H C A R E  
H E A L T H C A R E  I N E Q U I T I E S  B E T W E E N  C O U N T I U E S  
A s  t h e  t w e n t i e t h  c e n t u r y  p r o c e e d e d ,  a  g r o w i n g  d i c h o t o m y  e x i s t e d  b e n v e e n  t h o s e  
w h o  h a v e  a c c e s s  t o  h e a l t h c a r e  a n d  t h o s e  w h o  d o  n o t .  A l t h o u g h  t h e  r e l a t i o n s h i p  b e n v e e n  
p e r  c a p i t a  h e a l t h  e x p e n d i t u r e  a n d  l i f e  e x p e c t a n c y  i s  q u i t e  w e a k  [  6 ] ,  t h e r e  i s  s u b s t a n t i a l  
c o n c e r n  a b o u t  d i s p a r i t i e s  i n  t e r m s  o f  p u b l i c  h e a l t h  e x p e n d i t u r e  b e t w e e n  c o u n t r i e s .  M u c h  
o f  g l o b a l  e x p e n d i t u r e  f o r  h e a l t h  i s  u s e d  i n  d e v e l o p e d  n a t i o n s ,  w h i l e  l i t t l e  i s  s p e n t  f o r  p o o r  
c o u n t r i e s  w h e r e  m o r t a l i t y  a n d  m o r b i d i t y  a r e  h i g h e r .  H e a l t h  e x p e n d i t u r e  r a n g e s  f r o m  
U S $  2 0  p e r  c a p i t a  i n  d e v e l o p i n g  c o u n t r i e s  t o  U S $  2 , 4 7 0  p e r  c a p i t a  i n  d e v e l o p e d  c o u n -
t r i e s .  I n  t h e  p o o r e s t  c o u n t r i e s ,  w h e r e  b a s i c  h e a l t h c a r e  i s  s t r o n g l y  n e e d e d ,  g o v e r n m e n t s  
i n v e s t  a  v e r y  s m a l l  p e r c e n t a g e  o f  G D P  i n  h e a l t h .  A  s t u d y  a m o n g  s i x  c o u n t r i e s  i n  C e n t r a l  
A m e r i c a  ( F i g u r e  4 )  s h o w e d  t h a t  G u a t e m a l a  a n d  N i c a r a g u a ,  w i t h  t h e  p o o r e s t  l i f e  
e x p e c t a n c y  a t  b i r t h  ( 6 5 . 3  a n d  6 8 . 8  r e s p e c t i v e l y )  w e r e  a l s o  t h o s e  c o u n t r i e s  s p e n d i n g  t h e  
l o w e s t  p e r c e n t a g e  o f  G D P  p e r  c a p i t a  o n  h e a l t h  ( 2 . 3  p e r c e n t  a n d  3 . 8  p e r c e n t  r e s p e c t i v e -
l y )  [ 9 ] .  
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S o u r c e :  D e  V o g l i  I t  a n d  R e s c a l l i  F .  ( 2 0 0 4 )  D e s i g u a l d a d  E c o n o m i c a ,  C a p i t a l  S o c i a l  y  S a l u d  e n  A m e r i c a  
C e n t r a l .  P a p e r  p r e s e n t a t i o n  a t  t h e  X I I  N a t i o n a l  C o n f e r e n c e  o n  E c o n o m i c  S c i e n c e s ,  M a r c h  3 - 6 ,  2 0 0 4 ,  
Q u e t z a l t e n a n g o  ( G u a t e m a l a ) .  
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In 2002, the United Nations Population Fund (UNFPA) showed antenatal care dif-
ferentials along various regions of the world. In 44 developing countries studied, more 
than three-quarters of pregnant women visit a doctor, a nurse or a midwife. However, in 
South Asia and North Africa, where women's mo bility is more restricted, this figure is 
nearer one third . In the same continents, women are less likely to have skilled assistance 
at delivery or to have their children in a health fac ility [21]. Access to family planning is 
also a major concern for women living in poor nations. In Sub-Saharan Africa, contra-
ceptive prevalence is only abo ut 10 percent. In Pakistan, this fi gure is 9 percent [22]. 
HEALTHCARE I NEQU IT IES WITHIN COUNTIUES 
There are not o nly remarkable differences between countries in terms of access to 
healthcare, but also the di stribution of public health services within social strata is very 
uneq ual. First, in developing countries health expenditures are highly skewed toward the 
needs of the ri chest groups of society. In Indonesia in 1990, only 12 percent of govern -
ment spending for health was fo r se rvices consumed by the poorest 20 percent house-
holds, while the wealthiest 20 percent consumed 29 percent of the government subsidy 
in the health sector [23). In India, around 32 percent of the benefit from public health 
se rvices goes to the richest population quintile, compared with around 10 percent to the 
poorest quintile [24]. 
Also, the poorest individu als in developing nations are less likely to get the care they 
need. A study of a sample of eight developing countries found that poorer groups have 
lower probabili ty of obtaining care when sick, are less likely to be seen by a doctor, and 
have a lower probability of receiving medicines when they are ill [25]. Another study 
fo und that in Asian and sub-Saharan African countries the poorest women were half as 
likely as the richest women to be assisted by a physician, nurse or midwife during child-
birth [21). 
U nfort unately, in attempts to control costs, many developing countries are experi -
menting with market strategies. Much of healthcare reforms implemented have been 
driven by a se t of technocra ti c principles that emphasizes efficiency and effectiveness and 
give little consideration to equity [26) . For poor people in developing countries issues of 
cost repeated ly arise. The introdu ction of user fees for primary health care services, spon -
sored by internatio nal financial institutions such as the World Bank, is a particularly seri -
ous problem. For poor fa milies who are already highly vulnerable, the costs of a sudden 
illness is devastating, both because of lost income and because of the costs of treatment. 
While the ac tu al treatment itse lf can be prohibitively expensive, in many cases there are 
·othe r hidden costs that add to the overall financial burden of healthcare . There is evi -
dence that the introduction of use r fees for health se rvices is associated with reduced uti ~ 
li zation of health clinics, especiall y among those groups who cannot afford to pay such 
se rvices [27). 
Not only the poor living in developing countries have problems of access to health -
care, but people li vi ng in industriali zed countries as well. This is especially true in the 
United States that has a less efficient and more inequitable healthcare system amo ng 
wealthy nations. First, the U.S. healthcare system is the most expensive in the world : in 
1999 the United States spent 53 percent more on health care than any other OECD 
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c o u n t r y  s p e n t  [ 2 8 ] .  S e c o n d ,  t h e  s y s t e m  i s  h i g h l y  u n e q u a l :  i n  1 9 9 9  o n e  o u t  o f  e v e r y  s i x  
A m e r i c a n s ,  3 2  m i l l i o n  a d u l t s  u n d e r  t h e  a g e  o f  6 5  a n d  m o r e  t h a n  1 0  m i l l i o n  c h i l d r e n ,  
r e m a i n e d  u n i n s u r e d  [ 2 9 ] .  L a c k  o f  h e a l t h  i n s u r a n c e ,  h o w e v e r ,  i s  n o t  e q u a l l y  d i s t r i b u t e d  
a c r o s s  d i f f e r e n t  s o c i a l  c l a s s e s ,  b u t  i t  i s  m o r e  l i k e l y  t o  a f f e c t  t h e  p o o r e s t  p o p u l a t i o n s  [ 3 0 ] .  
C h a l l e n g e s  f o r  R e d u c i n g  I n e q u i t i e s  i n  H e a l t h  a n d  H e a l t h c a r e  f o r  t h e  2 1 s t  C e n t u r y  
I n  s u m m a r y ,  t h e  c h a l l e n g e  o f  i m p r o v i n g  h e a l t h  a n d  r e a c h i n g  t h e  g o a l  t h a t  h a s  b e e n  
s e t  b y  t h e  W o r l d  H e a l t h  O r g a n i z a t i o n  i n  1 9 7 8  " H e a l t h  f o r  A l l  b y  t h e  Y e a r  2 0 0 0 , "  n e e d s  
s o m e  u r g e n t  a c t i o n s .  A c c o r d i n g  t o  o u r  a n a l y s e s ,  i n e q u i t i e s  i n  h e a l t h  a n d  h e a l t h c a r e  s e e m  
t h e  m o s t  p l a u s i b l e  r n l p r i t s  f o r  n o t  h a v i n g  r e a c h e d  s u c h  a  g o a l .  T h e  l i f e  e x p e c t a n c y  g a p  
b e t w e e n  d e v e l o p i n g  a n d  d e v e l o p e d  n a t i o n s  i s  d u e  t o  r i s k  f a c t o r s  s u c h  a s  m a l n u t r i t i o n ,  
p o o r  h o u s i n g ,  l a c k  o f  a d e q u a t e  w a t e r  s u p p l i e s  a n d  s a n i t a t i o n  a n d  u n s a f e  s e x .  S u c h  f a c t o r s ,  
h o w e v e r ,  a r e  a l l  s t r o n g l y  l i n k e d  t o  p o v e r t y .  A s  d e m o n s t r a t e d  b y  r e s u l t s  o n  d i f f e r e n t  l e v -
e l s  o f  l i f e  e x p e c t ~ n c y  b e t w e e n  c o u n t r i e s  w i t h  s i m i l a r  G D P  p e r  c a p i t a ,  e c o n o m i c  g r o w t h  
a l o n e  i s  n o t  t h e  s o l u t i o n  t o  t h i s  p r o b l e m .  I n  o r d e r  t o  e r a d i c a t e  p o v e r t y  a n d  r e d u c e  h e a l t h  
i n e q u a l i t i e s  w o r l d w i d e  i t  i s  a l s o  n e c e s s a r y  t o  r e - i n v e s t  i n  e q u i t a b l e  p u b l i c  h e a l t h  a n d  s o c i a l  
s e r v i c e s  a s  w e l l  a s  t o  r e d u c e  o r  c o n t a i n  i n c o m e  i n e q u a l i t y .  S u c h  m e a s u r e s  m a y  a l s o  h a v e  
p o s i t i v e  e f f e c t s  i n  t e r m s  o f  e c o n o m i c  d e v e l o p m e n t .  F i r s t ,  t h e r e  i s  e v i d e n c e  t h a t  h i g h  l e v -
e l s  o f  i n c o m e  i n e q u a l i t y  m a y  r e d u c e  e c o n o m i c  g r o w t h .  S e c o n d ,  d i s i n v e s t m e n t  i n  p u b l i c  
h e a l t h ,  e d u c a t i o n  a n d  s o c i a l  s e r v i c e s ,  c a n  a l s o  b e  d e t r i m e n t a l  t o  t h e  e c o n o m y  b e c a u s e  o f  
t h e  s o c i a l  a n d  e c o n o m i c  c o s t s  a s s o c i a t e d  w i t h  i n c r e a s e d  l e v e l s  o f  p o v e r t y  (  e . g .  h i g h e r  
c r i m e ,  l o w e r  s o c i a l  c o h e s i o n )  [ 3 1 ] .  
W i t h  r e g a r d  t o  i n e q u i t i e s  i n  h e a l t h c a r e  s e r v i c e s ,  t o  a d j u s t  i m b a l a n c e s  b e t w e e n  r i c h  
a n d  p o o r  c o u n t r i e s  a s  w e l l  a s  r i c h  a n d  p o o r  p o p u l a t i o n s  u r g e n t  a c t i o n s  a r e  s t r o n g l y  r e c -
o m m e n d e d .  W h i l e  a  h i g h e r  s h a r e  o f  g l o b a l  e x p e n d i t u r e  o n  h e a l t h  m u s t  b e  s p e n t  f o r  p o o r  
n a t i o n s ,  d e v e l o p i n g  c o u n t r i e s  n e e d  t o  o p e r a t e  a  r a d i c a l  s h i f t  o f  e m p h a s i s  f r o m  t e r t i a r y  a n d  
q u a t e r n a r y  h e a l t h c a r e  a c t i v i t i e s  f o r  t h e  w e a l t h y  t o  m o r e  c o s t - e f f e c t i v e  t r e a t m e n t s  a n d  p r e -
v e n t i v e  m e a s u r e s  f o r  t h e  p o o r .  M o r e o v e r ,  g i v e n  t h e  h i g h  r a t e s  o f  i n f a n t  a n d  m a t e r n a l  
m o r t a l i t y  o f  m a n y  d e v e l o p i n g  c o u n t r i e s ,  w h i c h  a r e  a l s o  t h e  m o s t  i m p o r t a n t  d e t e r m i n a n t s  
o f  g l o b a l  h e a l t h  i n e q u a l i t i e s ,  e m p h a s i s  s h o u l d  b e  p l a c e d  o n  r e p r o d u c t i v e  h e a l t h  s e r v i c e s .  
F i n a l l y ,  u s e r  f e e s  f o r  p r i m a r y  h e a l t h c a r e  s h o u l d  b e  i m m e d i a t e l y  r e m o v e d  b e c a u s e  o f  
p o t e n t i a l l y  s e r i o u s  d e t r i m e n t a l  e f f e c t s  o n  h e a l t h c a r e .  
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